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Abstract
Researchers have shown an increased interest in 
depression in children and adolescents in the last few 
years. As a result, a body of research exists which 
has focused on the cognitive and behavioral aspects of 
depression in children and adolescents. Few studies, 
however, have examined the relation of emotion to 
depression. Therefore, the purpose of this 
investigation was to examine the relation of cognition, 
emotion and behavior to depression. Eighty adolescents 
(nonreferred) from public schools in a southern city 
and seventy three adolescents {emotionally disturbed) 
from a psychiatric facility in the same area 
participated in the study. Each adolescent completed 
self-report measures tapping the areas of emotion, 
cognition and behavior. In addition, 32 of the 
emotionally disturbed adolescents were rated on the 
Hamilton Depression Rating Scale to provide an external 
criterion of depression. Preliminary analyses revealed 
no significant differences between groups on age, 
gender and race. Differences did emerge when examined 
at a multivariate level. Discriminant analyses 
conducted to determine whether the dependent measures 
could correctly identify members of the emotionally
v i i
disturbed and normal groups indicated that the groups 
were able to be s i g n i f i c a n t l y  differentiated.
Emotions, negative self-statements and conflict with 
the mother were the best discriminators. Additionally, 
regression analyses were conducted in both the 
nonreferred and emotionally disturbed groups predicting 
RADS scores from the various self-report measures 
tapping emotion, cognition and behavior. In the 
nonreferred group, RADS scores were significantly 
predicted by emotions, negative self-statements and 
unpleasant activities; whereas in the emotionally 
disturbed population RADS scores were predicted by 
emotions, locus of control and unpleasant events.
Despite the promising findings of this study, 
there are some limitations. The study relied solely on 
self-report measures, whereas future studies should 
employ alternative methods of assessment and 
informants. Additionally, the emotionally disturbed 
group consisted of adolescents with different diagnoses 
so it was uncertain as to whether the findings would 
hold in a diagnosed depressed population.
v i i i
Researchers have shown an increased interest in 
the examination of depression in children and 
adolescents over the last few years. The exact reason 
for this increased focus is unclear, but is likely to 
be a function of a number of factors. First, 
operationally defined diagnostic criteria have been 
established (Puig-Antich & Gittleman, 1982). Second, 
specific assessment instruments and treatment 
techniques have been developed for this population 
(Reynolds, 1985). These factors in turn have led to 
the documentation of the prevalence of depressive 
symptomatology in children and adolescents. Third, 
over the last ten years suicide has become the second 
leading cause of death in adolescents (Hollinger & 
Offer, 1981). Documentation of the relationship 
between suicidal ideation and depressive symptomatology 
(Brent, Kalas, Edelbrock, Costello, Duncan, & Conover, 
1986; Carlson & Cantwell, 1982) has prompted concern 
that depression could be life threatening. This 
concern as well as other factors have sparked interest 
in the determination of the long term prognosis of 
depression in children and adolescents (Kovacs, 
Fienberg, Crouse-Novack, Paulauskas, & Finkelstein, 
1984) . As a group, the points previously mentioned
2argue for the continued investigation of depressive 
symptomatology in this population with the hope of 
gaining a better understanding of the nature of this 
disorder. Therefore, the purpose of the paper was to 
propose a research project which examined similarities 
and differences in depressive symptomatology in 
relation to cognitive, behavioral and emotional 
variables. More specifically, this study evaluated the 
degree to which these variables predicted depressive 
symptomatology in two different adolescent samples.
In conjunction with this purpose, the following 
sections review the current state of the literature on 
depression in adolescence. The review will briefly 
discuss the conceptualization of depression, the 
relation of cognition, emotion, and behavior to 
depression as well as the rationale for the use of 
self-report inventories. Findings from the adult and 
child literature will be included to supplement areas 
where research on adolescents is nonexistent or weak. 
Finally, an integrative summary will be included 
addressing the major issues and weaknesses of previous 
studies which will be addressed by the present 
investigation.
3Conceptualisation of Depression
Over the years, the conceptualization of 
depression in adolescents has changed (Kovacs & Beck, 
1977; Lefkowitz & Burton, 1978) and with this change 
differing viewpoints have dropped from prominence. The 
earliest conceptualization held that depression could 
not exist in adolescents due to lack of adequate ego 
development (Rie, 1966). This was replaced by a series 
of viewpoints advocating the existence of depression. 
One such viewpoint held that depression in childhood 
and adolescence was transitory and a normal aspect of 
development (Lefkowitz & Tesiny, 1980). Proponents 
argued, that during a child's development, disturbing 
behavior (i.e. depression) appeared and then 
disappeared spontaneously. In the absence of any real 
empirical support, these proponents looked to 
epidemiological studies tapping depressive symptoms 
which suggested that age is an important mediating 
variable in the prevalence of depressive 
symptomatology.
Another viewpoint argued that, although depressive 
symptoms were present, these symptoms were masked by 
other behaviors not readily identifiable with 
depression such as hyperactivity, conduct disorder, and
4enuresis {Cytryn & McKnew, 1972? Cytryn & McKnew,
1974). The main limitation of this conceptualization 
dealt with the countless number of behaviors thought to 
mask depression. If one accepted all the features 
associated with masked depression, then almost any 
child could be diagnosed as depressed.
More recently, researchers have come to view 
depression in children and adolescents as something 
similar to depression in adults with some 
distinguishing features (Carlson & Strober, 1983; 
Puig-Antich & Gittleman, 1982; Reynolds, 1985). 
Ironically, support for this conceptualization was 
provided through the review of the literature on masked 
depression. Kovacs & Beck (1977) evaluated studies 
that examined masked depression and noted that these 
studies indicated changes in depressed children similar 
to those found in depressed adults (i.e. affective 
changes, cognitive changes). In particular, all the 
studies noted some sort of cognitive changes in the 
negative direction. However, in contrast to the 
literature on adult depression, little emphasis was 
placed on dysphoric mood as a primary symptom.
The presence of symptomatology similar to that 
found in adults and the lack of any appropriate
diagnostic criteria has prompted the application of 
DSM-III (American Psychiatric Association, 1980) 
criteria for unipolar depression in adults to children 
and adolescents. The two primary categories of 
unipolar depression in DSM-III (R) are major depressive 
disorder and dysthymia. The predominant feature of 
both diagnostic categories is a disturbance of mood 
which may be associated with a number of other changes 
(i.e., changes in appetite, insomnia or hypersomnia, 
low energy, and poor concentration, etc.). The 
distinguishing feature between major depressive 
disorder and dysthymia is the number of symptoms and 
the duration of symptomatology. An example of the 
DSM-III (R) diagnostic criteria for major depression is 
included in Table l.
6Table 1
DSM-III fR) Diagnostic Criteria for Maior Depressive 
Episode
A. At least five of the following symptoms have been 
present during the same two week period and represent 
achange from previous functioning; at least one of the 
symptoms is either (1) depressed mood, or (2) loss of 
interest or pleasure.
(1) depressed mood (or can be irritable mood in
children and adolescents) most of the day, 
nearly every day, as indicated either by 
subjective account or by observation of 
others.
(2) markedly diminished interest or pleasure in
all, or almost all, activities most of the 
day, nearly every day (as indicated either by 
subjective account or observations by others 
of apathy most of the time)
(3) significant weight loss or weight gain when
not dieting, or decrease or increase in 
appetite nearly every day
(4) insomnia or hypersomnia nearly every day
(5) psychomotor agitation or retardation nearly
every day
(6) fatigue or loss of energy nearly every day
(7) feelings of worthlessness
(8) diminished ability to think or concentrate, or
indecisiveness, nearly every day
(9) recurrent thoughts of death, recurrent
suicidal ideation without a specific plan, or 
a suicide attempt or a specific plan for 
committing suicide
B. (1) It cannot be established that an organic 
factor initiated and maintained the 
disturbance
(2) The disturbance is not a normal reaction 
to the death of a loved one.
C. At no time during the disturbance have there
been delusions or hallucinations for as long 
as two weeks in the absence of prominent mood 
symptoms
D. Not superimposed on Schizophrenia,
Schizophreniform Disorder, Delusional 
Disorder or Psychotic Disorder NOS
7Topography of Depression
As previously noted, the present conceptualization 
is that the manifestation of depression in children and 
adolescents is similar to that found in adults. 
Consistent with this view, research has attempted to 
document the presence of symptomatology in depressed 
children and adolescents that is found in depressed 
adults. Generally, studies with children and adults 
have provided information on the cognitive changes, 
motivational changes, and vegetative changes associated 
with depression. However, Izard & Schwartz (1986) 
argued that research has neglected the emotional 
components of depression and have suggested that future 
research should examine emotional, cognitive, and 
behavioral changes in depression. The roles of these 
three variables are the focus of the proposed study. 
Therefore, the following sections will review the 
literature on cognition, behavior, and emotion. The 
order of presentation reflecting the amount of 
literature available in each of these areas.
Cognitive Aspects. As with adults, the cognitive 
aspects of depression are probably the most widely 
studied area of child and adolescent depression. 
Research in this area has focused primarily on
8nonclinical populations, although a few studies have 
examined cognition in clinical populations. 
Collectively, these studies noted a number of cognitive 
changes associated with endorsement of depressive 
symptomatology.
The presence of low self-esteem and/or negative 
self-evaluation was consistently obtained in the 
adolescent literature. For example, Inamadar, 
Siomopoulous, Osborn & Bianchi (1979) found that 57% of 
hospitalized, depressed adolescents endorsed feelings 
of worthlessness during a semi-structured interview. 
Similarly, low self-esteem was noted in 74% of a sample 
of children and adolescents with a diagnosis of 
affective disorder (Carlson & Cantwell, 1979). Two 
additional studies examined the relationship between 
depression and self-esteem in adolescents. Cole & 
Kumchy (1981) administered the CDI, Nowicki-Strickland 
Locus of Control Scale, and the Piers-Harris to a group 
of delinquent adolescents. The authors found that 
there was a moderate negative correlation between 
self-esteem and depression. Additionally, adolescents 
with higher levels of depressive symptomatology 
exhibited an external locus of control. The second 
study (Teri, 1982) examined the relationship between
9assertiveness, body-image, and severity of depression 
in high school students. The results indicated that a 
poor body-image was the best predictor of high BDI 
scores and accounted for 27% of the variance in a 
step-wise regression equation. An additional 11% of 
the variance was accounted for by scores on the Rathus 
assertion scale.
Hopelessness or negative expectations for the 
future are a second area thought to be related to 
depression. Carlson & Cantwell (1979) found that 70% 
of children diagnosed with an affective disorder 
endorsed expectations of hopelessness in an interview. 
Johnson & McCutcheon (1981) found a significant 
positive correlation between the Beck Hoplessness Scale 
and the BDI in 97 adolescents. In addition, they found 
a significant relationship between hoplessness and 
external locus of control. In contrast, Inadamar et. 
al. (1979) failed to find this type of symptomatology 
in their adolescent inpatient sample. Several studies 
have examined attributional style and locus of control 
in adolescents. Siegel & Griffin (1984) evaluated the 
relationship between BDI scores and scores on several 
cognitive measures (i.e., Nowicki-Strickland Locus of 
Control Scale, Attributional Style Scale for
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Adolescents) in nonclinical adolescents age 12 to 18. 
The results indicated that BDI scores correlated highly 
with external locus of control and moderately with 
attribution of outcomes to internal, stable, and global 
causes. Similar results were obtained in a recent 
study (Weisz, Weiss, Wassereman, & Rintoul, 1987) that 
looked at the relationship between locus of control, 
competence, and depression in a group of clinic 
referred 7 to 18 year old children. The subjects were 
administered the CDI, Multidimensional Measure of 
Children's Perception of Control, and twelve probe 
questions that assessed perceived competence and 
control. The authors found that CDI scores were 
moderately correlated with low levels of perceived 
personal competence. Additionally, children with 
higher CDI scores generally attributed *personal success 
and failure to external causes.
In summary, the literature reviewed indicates that 
depressed adolescents do experience a number of 
cognitive changes resembling the changes in adults. 
These include negative self-evaluation, feelings of 
hopelessness regarding the future, and an external 
locus of control. However, the results of the 
literature are not entirely consistent. This may be
due in part to the limited amount of literature 
examining the cognitive components of depression in 
adolescents. In addition, many of studies employed 
small sample sizes and new assessment measures which 
make comparison of results difficult at best.
Behavioral Aspects. A second area of research involves 
the evaluation of the role of activities in depression. 
Research has focused on two areas: daily pleasant and 
unpleasant events and life events. In terms of daily 
events, Lewinsohn and his associates have demonstrated 
that activity has a role in the development or 
maintenance of depression in adults (Lewinsohn & 
Amenson, 1978; Lewinsohn & Talkington, 1979). For 
example, they found that depressed adults experience 
more unpleasant events and fewer pleasant events than 
do nondepressed adults. Recently, similar methodology 
has been applied to adolescents. Carey et. al. (1986), 
for example, developed a checklist measuring pleasant 
and unpleasant daily activities experienced by 
adolescents. In a preliminary study with 14 5 
adolescents from grades 8 through 12, the authors found 
that subjects with BDI scores one standard deviation 
above the mean experienced a higher frequency of 
pleasant activities than did the low BDI group. A
12
second study (Cole, Kelley, & Carey; 1988), conducted 
with 590 adolescents in grades 7 through 12 found 
similar results. Adolescents in the upper quartile of 
BDI scores reported experiencing a higher frequency of 
unpleasant events. Additionally, individuals in this 
group reported that pleasant events were less pleasant 
than those subjects in the low BDI group. However, 
unlike the adult literature, both studies failed to 
find that an association between depressive 
symptomatology and reported frequency of pleasant 
events.
A second area of evaluation involves the 
assessment of life events and their relation to 
depressive symptomatology. Hudgen (1974) found that an 
increase in the number of stressful life events was 
associated with the onset of depression in 20 of 22 
adolescents in a psychiatric facility. In a similar 
vein, Newcomb, Huba, & Bentler (1981) had 1018 high 
school students complete a Life Events Questionnaire 
along with an instrument measuring health and 
psychological functioning. They found a significant 
relationship between negatively perceived events and 
depression, especially for those events involving 
family, dating, and autonomy. Another study (Gispert,
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Wheeler, Marsh & Davis, 1985) employed the Children's 
Depression Rating Scale and a newly developed 
questionnaire assessing stressful life events with 
adolescents admitted to a hospital following a suicidal 
threat. Results indicated that depression was 
significantly correlated with suicidal intent, current 
life events, and life long stresses. Although, the 
results of these studies suggest a relationship between 
life events and depression, one study stands in 
conflict with the general findings. Siegel & Griffin 
(1984) failed to find a significant relation between 
stressful life events and BDI scores in a nonclinical 
adolescent population. This discrepancy may be due to 
either the particular life events assessment instrument 
employed or the population sampled. In particular, the 
authors suggest that their results may reflect the 
possibility that adolescents in inpatient facilities 
may have experienced more stressful life events than 
other nonclinical adolescents. Thus, their results 
would be different from those studies using a clinical 
sample of adolescents. In conclusion, it appears that 
both daily events and life events may be related to 
depression in adolescents. In particular, consistent 
with the adult literature, unpleasant daily events and
unegative life events seem to have the strongest 
relation to depressive symptomatology. Again, due to 
the limited number of studies in this area and the 
variability in assessment instruments the conclusions 
drawn are tentative. Future research in this area 
needs to further examine these relationships in both 
nonclinical and clinical populations.
Emotional Aspects. Differential Emotions Theory 
(Izard, 1977) defines emotion as a process which 
involves biological, social, and experiential 
components. The theory assumes that emotions serve an 
adaptive function and, therefore, emotions are not the 
basic cause of maladaptive behavior. However, Izard & 
Schwartz (1986) suggest that maladaptive behavior could 
be viewed as the result of a missing link between 
emotion, cognition, and behavior. For example, they 
propose that the inability to buffer the self from 
emotions may lead to detrimental cognitive styles that 
in turn may be related to depression.
Blumberg & Izard (1985) attempted to examine the 
relationship between emotion, attributions, and 
depression in a group of 10- to 11-year-old children. 
The authors found that children who reported a higher 
level of depressive symptomatology also reported
15
experiencing a pattern of emotions similar to that 
found in depressed adults (i.e., sadness, anger, 
self-directed hostility, and shame). The similarity to 
depressed adults was greater for girls than for boys.
In particular, they found that girls had lower positive 
emotion scores and higher negative emotion scores than 
boys, except on the anger and contempt factors where 
boys scored higher. In addition, the authors entered 
the Differential Emotions Scale (DES-IV) and the 
Children’s Attributional Style Questionnaire (CASQ) as 
predictors of the CDI in hierarchical regression 
analyses. For girls, the DES-IV contributed 50.1% of 
the variance; whereas the CASQ did not contribute any 
additional variance. The DES-IV accounted for 26.5% of 
the variance and the CASQ accounted for an additional 
7.0% in boys CDI scores.
In a second study, Blumberg & Izard (1986)
examined the affective and cognitive components of 
depression and anxiety in 10- and 11-year-old children. 
The CDI, STAIC and DES-IV were administered to the 
children. The factors comprising sadness, 
self-directed hostility, and anger were the best
predictors of CDI scores after the STAIC was partialled
out, while the fear, guilt, sadness, and shame factors
16
were the best predictors of anxiety when the CDI was 
partialled out. In addition to these analyses, the 
authors also tested the ability of the DES-IV to 
predict future depression over a four-month interval. 
They found that the factor constituting fear was a 
significant predictor of future depression. 
Additionally, relatively low scores on the joy factor 
at the initial testing were also good predictors of 
future depression.
These studies support the notion that emotional 
states may play a role in childhood depression. For 
instance, Blumberg & Izard (1986) hypothesize that 
emotional variables are related to Lewinsohn's theory 
of depression. They suggest that the quantity of 
reinforcing events affects one's emotional experiences 
which, in turn, may affect the frequency of initiating 
activities likely to result in positive reinforcement. 
As emotions seem to play a part in childhood 
depression, it seems plausible that a relationship 
between the behavioral and emotional aspects of 
depression could exist.
In summary, there appears to be a limited amount 
of literature in the area of adolescent depression. 
Generally, researchers have examined the association
17
between one or more cognitive variables and depressive 
symptomatology, while a few studies have looked at 
behavioral changes. Attempts to examine both cognitive 
and behavioral variables in depression are extremely 
limited in the adolescent literature and no research is 
available examining emotional variables in this 
population. Research with adults and, in some cases 
with children supports the effort to evaluate the 
relationship of all three variables to depressive 
symptomatology. Since each of the modes of behavior 
[cognition, emotion, and behavior) are linked 
independently to depression in either children or 
adolescents, future research examining a combination of 
modes of behavior seems warranted. However, the 
question then arises as to how the information on each 
of the three modes of behavior is to be obtained. As a 
variety of informant sources are available, the 
following section will review the information on 
informant sources and provide the rationale for the use 
of self-report measures. 
informants
The research reviewed above almost exclusively 
relied on the adolescent's self-evaluations concerning 
depressive symptomatology and associated features
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(i.e., cognitive and behavioral changes). However, a 
number of different individuals could be used to 
evaluate the adolescent's psychological state. These 
include parents, teachers, peers, and mental health 
workers, as well as the child or adolescent.
As a whole, studies comparing evaluations obtained 
from different informants have found only low to modest 
convergence between parent, teacher, peer, and 
self-report (Leon, Kendall & Garber, 1980; Moretti, 
Fine, Haley, & Marriage, 1985; Reynolds et. al., 1986; 
Treiber & Mabe, 1987). Typically, parents and teachers 
tend to over or under estimate the severity of the 
child's or adolescent's psychopathology (Kazdin,
Dawson, Unis & Rancurello, 1983; Kazdin, French & Unis, 
1983; Moretti et. al., 1985; Treiber & Mabe, 1987) as
compared to the child's self-evaluation. In part, 
discrepancies may be due to the fact that parents, 
teachers and peers all spend varying amounts of time 
with the child in question and spend time in different 
settings. For example, teachers may only spend one 
hour a day with the adolescent and, therefore, the 
teacher's ratings of depressive symptomatology will 
probably be based solely on the adolescent's behavior 
in the classroom. If the adolescent is not a problem,
19
the teacher may not note the presence of any form of 
psychopathology. Similarly, parents spend less time 
with their children as they grow older. Adolescents 
typically spend time at school and with their peers. 
Parental perception of their child's feelings or 
behavior is based on their observations in a certain 
setting or on the adolescent's own report of how he 
feels. The lack of convergence between sources may be 
a reflection of these different settings and the 
limited amount of time spent with the child.
A second issue reflects whether or not children 
and adolescents provide a biased or a more accurate 
representation of their feelings and behavior.
However, when considering this question, one must take 
into account the nature of the behavior being reported. 
As some of the symptomatology associated with 
depression reflects internal states (i.e., dysphoric 
mood), this behavior may not be observable to parents, 
teachers, peers, and clinicians. Information on these 
internal states must then be obtained from the 
adolescent or inferred from verbal and nonverbal 
behavior. If child report is used, then the validity 
of child report can be debated. However, this question 
is not as salient with adolescents because cognitive
20
development has reached a state which is to some extent 
comparable to adults. As the adolescent is most able 
to describe his/her internal state and seems capable of 
reporting this information, a number of researchers 
have suggested that the use of self-report measures is 
important when evaluating internalizing disorders 
(Achenbach, McConaughy, & Howell, 1987; Reynolds et. 
al., 1986; Saylor et. al., 1984; Weissman et. al.,
1980).
In summary, the literature seems to argue that the 
use of self-report measures is a necessary component of 
the assessment process. The assessment of emotion, 
cognition, and behavior in this study via the use of 
other informants would be difficult due to the lack of 
appropriate assessment instruments. All three areas of 
interest in the present investigation, however, can be 
assessed through the use of self-report measures.
Given that depression is an internalizing disorder and 
adolescents have sufficient cognitive development to be 
able to represent their feelings, this method of 
assessment seems warranted in the present 
investigation.
amM n l  Issues
The literature reviewed suggests that emotion, 
cognition, and behavior are all relevant to the 
investigation of depressive symptomatology. As 
previously discussed, studies focusing on depression in 
adolescence are limited in number and have primarily 
examined the cognitive and/or behavioral aspects of 
depression, neglecting the emotional aspects documented 
in children. To date, no research has been conducted 
examining all three modes of behavior in either 
children or adolescents. In addition, many studies 
which have taken into account one or two modes of 
behavior have been limited to investigations on normal 
populations. While the results obtained with normal 
populations provide valuable information, it is 
difficult to generalize these results to clinical 
populations. Therefore, provided the lack of 
information on adolescents, further research is needed 
to determine whether these three modes of behavior 
contribute to depression in various populations (i.e., 
clinical, nonreferred). 
purpose of the investigation
The purpose of this investigation was to examine 
the similarities and differences in depressive
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symptomatology in relation to cognition, emotion, and 
behavior in two adolescent samples (nonreferred and 
emotionally disturbed inpatient), To adequately 
address the similarities and differences in these two 
samples, a series of were conducted. First, Analysis 
of Variance was conducted to determine the relationship 
between the demographic variables and the other 
measures used in further analyses. Second, a oneway 
fixed effects MANOVA was conducted to determine whether 
differences existed between the different samples on 
several measures (i.e., DES-IV, ATQ, AAC, SROSS) 
related to the domains of emotion, cognition, and overt 
behavior. Third, in order to further explore the 
similarities and differences between these samples, 
this study predicted depressive symptomatology (as 
measured by the RADS), using the aforementioned 
measures considered to be related to depression. 
Finally, discriminant analyses was conducted to 
determine whether subjects could be correctly 
classified back into their original groups (nonreferred 
and emotionally disturbed inpatient) based on the 
assessment measures.
Hypotheses
The following hypotheses were tested in the current 
investigation:
Hypothesis 1:__Ability of Measures to Predict
Depressive Symptomatology
It was hypothesized that a combination of measures 
assessing each of the three areas, emotion, cognition, 
and behavior, would be predictive of depressive 
symptomatology in each sample (nonreferred, emotionally 
disturbed inpatient). No specific hypotheses were 
entertained regarding which measures in each domain 
(emotional, cognitive, behavioral) would be the best 
predictors.
HYPPthggi? 2; Differences Between Groups
It was hypothesized that the Emotionally Disturbed 
sample would exhibit higher levels of overall 
psychopathology. Therefore, the following specific 
hypotheses regarding individual measures were 
entertained:
A. Depressive symptomatology, as measured by the 
Reynolds Adolescent Depression Scale (RADS), was 
expected to be highest in the emotionally disturbed 
inpatient sample. The nonreferred adolescent sample 
would display the lowest levels of depressive
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symptomatology.
B. On the Differential Emotions Scale (DES), 
items composing factors tapping negative emotions would 
be experienced more frequently in the inpatient sample 
(i.e., sadness, hostility, anger, fear, guilt and 
shame). Similarly, items loading on factors reflective 
of positive emotions (i.e., interest, joy) would be 
experienced less frequently in the inpatient sample 
than in the nonreferred outpatient sample.
C. Individuals in the emotionally disturbed 
inpatient sample would endorse a higher frequency of 
automatic thoughts on the ATQ than would be found in 
the nonreferred group.
D. On the Nowicki-Strickland Locus of Control 
Scale (NSLOC), subjects in the nonreferred group would 
perceive themselves as having some control over their 
environment (internal locus of control), while subjects 
in the emotionally disturbed inpatient group would 
perceive a relative lack of control over the 
environment (external locus of control).
E. The highest frequency of pleasant events on 
the Adolescent Activities Checklist (AAC) would be 
found in the nonreferred sample, while the highest
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frequency of unpleasant events would be in the 
emotionally disturbed inpatient sample.
F. Social skills ratings (SROSS) would be highest 
in the nonreferred sample followed by the emotionally 
disturbed inpatient sample.
G. Parent-adolescent conflict endorsed on the 
Interaction Behavior Questionnaire (IBQ) would be 
highest for emotionally disturbed inpatients and lowest 
in the nonreferred sample. Individuals in both sample 
would report greater levels of conflict with their 
mothers and less conflict with their fathers.
M E T H O D
gyfrlfgti
The subjects were 153 adolescents from grades 7 
through 12. Approximately, half of the subjects were 
obtained from public schools (t{ = 80) in a southern 
city, whereas the remaining subjects (M = 73) were 
obtained from a psychiatric facility. The sample 
consisted of 41.8% males (M = 64) and 58.2% females (H 
= 89) with a mean age of 14.47 =1.41). The ethnic
breakdown was composed of 60.1% Caucasians (£J = 92), 
37.3% Blacks (N = 57) and 2.6% other minorities (N =
4). Hollingshead two factor index of SES indicated 
that the majority of subjects were from middle to lower 
class backgrounds. More information about the 
demographic variables is provided in Table 2. In the 
emotionally disturbed population, diagnoses were 
formulated by group consensus during a 
multidisciplinary staffing (psychiatry, psychology, 
social work, school). As seen in Table 3, 40% (N =
28) of the sample received a diagnosis of a depressive 
disorder, 18.6% an adjustment disorder diagnosis (N = 
13) and 45.7% obtained a diagnosis of conduct disorder.
Chi square analyses were conducted to determine 
whether the nonreferred and emotionally disturbed
26
21
Table 2
Frequency Distribution of Demographic Characteristics
in the Normal and Inpatient Samples
variable
Gender
Male
Female
Race
White
Black
Other
Age
12
13
14
15
16 
17
tLprmal 
Freq 1
32 40.0
48 60.0
44 55.0
32 40.0
4 5,0
10 12.5
15 18.8
17 21.3
16 20.0
11 13.8
11 13.8
CCPU.p
Inpatient 
Freq i
32 43.8
41 56.2
48 65.8
25 34.2
4 5.5
14 19.2
15 20.5
23 31.5
16 21.9
1 1.4
28
variable
Grade
7
8 
9
10
11
SES
1
2
3
4
5
Mgrmal Inpatient
Frea i Freq 1
23 28.8 25 34.2
15 18.8 22 30.1
16 20.0 12 16.4
14 17.5 9 12.3
12 15.0 4 5.5
6
29
21
19
3
7 . 5 
36. 3 
26. 3 
23.8 
3 . 8
2
9
9
23
22
2 . 7 
12 . 3 
12 . 3 
31.5
30. 1
29
Table 3
Frequency of Diagnosis in the Emotionally Disturbed 
Inpatient Sample
Diagnoses Freq Percent
Major Depression 4 5.5
Dysthymia 14 19.2
Depressive Disorder NOS 10 13.7
Adjustment Disorder w/
Depressed Mood 5 6.8
Disturbance of Conduct 1 1.4
Emotions & Conduct 6 8.2
NOS 1 1.4
Conduct Disorder
Group Type 6 8.2
Solitary Aggressive 4 5.5
Undifferentiated 22 30.1
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inpatient samples were equivalent in terms of their 
demographic characteristics. These preliminary 
analyses indicated that the nonreferred and emotionally 
disturbed inpatient samples had equivalent 
distributions on age, race, gender and grade. However, 
the two groups did significantly differ in terms of SES 
x2 (4, n = 143) = 31.22, E < -0001. The nonreferred 
group had more subjects coming from middle and upper 
SES backgrounds, while the inpatient groups came from 
lower SES backgrounds.
Tn^tpimentation
Reynold’s Adolescent Depression Scale (RADS; See 
Appendix A). The RADS is a 30 item self-report 
depression scale for use with adolescents ages 13 to 18 
(Reynolds, 1987) . Items are rated on a four point 
scale ranging from "almost never" to "most of the time" 
with higher scores being indicative of depression.
This instrument was designed for use as a screening 
measure in school based as well as clinical 
populations.
The RADS has good reliability and validity 
(Psychological Assessment Resources, Inc., 1987). 
Reliability has been demonstrated through the use of 
internal consistency and test-retest reliability.
Cronbach's alpha for the standardization sample ranged 
from .92 to .96, while test-retest reliability 
estimates have ranged from .00 at six weeks to .79 at 
three months. The validity of the RADS has been 
evaluated in a number of investigations examining the 
concurrent and predictive validity. The RADS has been 
administered concurrently with other depression 
measures and is sensitive to changes in treatment 
outcome of depressed adolescents (Reynolds & Coats, 
1987). A cut off score of 77 has been suggested for 
clinical levels of depression.
Differential Emotions Scale (DES-IV; See Appendix 
B). The DES is a 49 item self-report measure developed 
by Izard, Dougherty, Bloxom, & Kotsch (1974). It was 
designed to measure ten emotions: interest, joy, 
sadness, anger, disgust, contempt, fear, shyness, 
guilt, and surprise. The original scale was revised, 
forming the DES-III, and has been used with children as 
young as 10 years old. The current version (DES-IV) is 
the same as the DES-III, with the exception of the 
addition of two experimental scales assessing shame and 
self-directed hostility. Coefficient alpha for the 
various scales has ranged from .75 to .91. The DES-IV
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has been administered with the CDI and demonstrates 
adequate concurrent validity.
Automatic Thoughts Questionnaire (ATQ: See 
Appendix C \. The ATQ is a 30 item self-report 
instrument developed to assess the frequency of 
negative self-statements in adults (Hollon Kendall, 
1980). The items were derived by obtaining 
undergraduates' recall of self-statements associated 
with depressive experiences. After the administration 
of a sample of 100 representative self-statements along 
with the MMPI D scale, thirty items which discriminated 
groups of depressed and nondepressed students were 
retained as the ATQ.
The ATQ has been employed with both clinical and 
nonclinical adolescents. Carey & Gresham (1985) used 
this measure with both populations. Preliminary 
results indicated that the ATQ has high internal 
consistency in clinical (alpha = *95), and nonclinical 
samples of adolescents (alpha = .97). Initial 
concurrent validation of the ATQ demonstrated moderate 
correlations with the BDI in both clinical (£ = .69, p 
< .0001) and nonclinical (£ = .72, p <.0001) subjects.
A second study with nonclinical adolescents (Carey,
1987) again found high internal consistency. The
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results demonstrated test-retest reliability at a one 
week interval (r = .64, £ < .0005). Concurrent 
validation revealed significant correlations with the 
BDI (e = .64, £ < .0005) and with the RADS (£ = .72, £
< .0005).
Nowicki-Strickland Locus of Control Scale fHSLOC; 
Appendix D1. This 4 0 item measure assesses whether a 
child feels that reinforcement comes to him/her by 
chance (external locus of control) or because of 
his/her own behavior (internal locus of control).
Items are answered "yes" or "no" with higher scores 
reflecting more external locus of control (Nowicki & 
Strickland, 1973).
The Nowicki-Strickland has been used with children 
from the third to twelfth grade. Reliability and 
construct validity have been obtained by administering 
this measure to over 1000 elementary and high school 
students. The measure shows fair internal consistency 
with estimates ranging from .68 (grades 6 through 8), 
.74 (grades 9 through 11), to .81 (grade 12).
Stability of the instrument has been assessed. 
Test-retest correlations at a six week interval were 
.63 for third grade, .66 for seventh grade and .71 for 
tenth grade. The concurrent validity of this measure
34
has been assessed in a number of studies. The 
Nowicki-Strickland correlates significantly with other 
measures of lccus of control and with academic behavior 
(Nowicki & Strickland, 1973). In addition, locus of 
control has been correlated with depressive symptoms in 
adolescents (Cole & Kumchy, 1981; Siegel & Griffin, 
1984) .
Adolescent Activities Checklist fAAC; See Appendix 
El- The AAC is a 100 item checklist that contains 50 
pleasant and 50 unpleasant activities (Carey et. al., 
1986). Subjects are instructed to rate the frequency 
with which they engaged in each activity during the 
last two weeks. Two subscale scores are obtained by 
summing the frequency of pleasant and unpleasant 
activities.
Currently, the reliability of the AAC is limited 
to estimates of internal consistency and test-retest 
reliability. In the initial study conducted on a 
sample of 151 adolescents, grades 9 through 12, 
coefficient alpha was .95 and .94 for the pleasant and 
unpleasant activities subscales, respectively. 
Similarly, in the two subsequent studies involving a 
combined sample of 1002 adolescents from grades 6 
through 12, internal consistency estimates for the
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pleasant activities subscale were .92 and .91, while 
estimates for the unpleasant subscale were .93 and .91. 
Test-retest reliability over a one week period has been 
demonstrated for the unpleasant activities subscale (r 
= .49) and the pleasant activities subscale (r = .53). 
Criterion related validity has been evaluated by 
examining the relation between BDI scores, CDI scores 
and AAC scores. Preliminary standardization data has 
also been established by grade, race, and gender.
Self Ratings Scale of Social Skills (SROSS; See 
Appendix F). The SROSS is a 54 item self-report 
version of the Teacher Rating of Social Skills (Gresham 
& Elliott, 1985). The current 54 item version is 
composed of three factors tapping self-control, 
empathy, and heterosexual confidence. Results have 
indicated that the SROSS appears to be a reliable and 
socially valid measure of self-reported social skills. 
Reliability based on 1178 cases, using the 
Spearman-Brown formula, provided estimates of .81, .91,
and .67 for the self-control, empathy, and heterosexual 
confidence factors, with the reliability for the total 
measure being .95. The SROSS has been validated with 
the Children's Inventory of Anger, the Revised Behavior 
Problem Checklist and the Self-Control Rating Scale.
interaction Behavior Questionnaire fIBQ; See 
Appendix G). The Interaction Behavior Questionnaire is 
a 20 item short form of the Conflict Behavior 
Questionnaire assessing communication-conflict behavior 
(Prinz, Foster, Kent & O'Leary, 1979). Items are 
endorsed true or false. The questionnaire can be 
completed by both parents on the adolescent and by the 
adolescent on both parents. High scores indicate 
negative communication, while low scores indicate more 
positive communication. Studies have found that this 
form has internal consistency estimates of .90 or 
above. The instrument discriminates between distressed 
and nondistressed families and is sensitive to changes 
during treatment (Robin & Foster, 1984).
Hamilton Depression Rating Scale The
Hamilton Depression Rating Scale is a seventeen item 
clinician rating scale developed for use with adults 
(Hamilton, 1967). Items are rated on a 0 to 2 point or 
0 to 4 point scale with higher scores indicating higher 
levels of psychopathology. The HDRS has also been used 
with both clinical and nonclinical groups of 
adolescents (Robbins, Alessi, Cook, Pozanski & 
Yachyshyn, 1982, Reynolds, 1986). Reynolds (1986) 
reports a correlation between the RADS and HDRS of .83.
Furthermore, the convergence between the RADS and the 
HDRS has been examined {Reynolds, 1987) with a reported 
hit rate of 89% using established cut scores on the 
HDRS and the RADS.
Procedure
Honreferred Group. In order to obtain the 70 
subjects needed for the study, approximately two 
classrooms were sampled at each grade level (7 through 
12). One week prior to the administration of the 
questionnaires, a permission slip was sent home to be 
signed by the parent. On the day of adminstration, 
adolescents who had returned signed permission slips 
completed a youth consent form (see Appendix I), 
demographics questionnaire (see Appendix J), and the 
research measures in a counterbalanced order in their 
classrooms.
Emotionally Disturbed Inpatient. A similar format 
was followed at the inpatient facility, except the 
research measures were administered in small groups of 
three or four subjects. Information on diagnosis and 
length of stay was obtained from the medical charts 
following the administration. The DSM-IIIR diagnoses 
were formulated during a multidisciplinary staffing 
(psychiatry, psychology, social work, school). Fifteen
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subjects who were actively psychotic, had a diagnosis 
of mental retardation and/or were unable to read the 
packet of questionnaires were excluded from the sample.
The majority of subjects agreed to participate in 
the study. One adolescent declined to participate at 
the consent phase, and three other adolescents decided 
to remove themselves from the study after the 
administration had begun. All four subjects were 
withdrawn from the study at that time.
To provide external validation of self-reported 
depressive symptomatology, thirty-two of the 
emotionally disturbed inpatients were interviewed with 
Hamilton Depression Rating Scale (HDRS). The 
interviews took place on the day before or on the day 
of completion of the self-report measures. The 
interviewer was blind to the adolescent's diagnosis and 
information on the research measures.
A chi square analysis was conducted in order to 
determine the ability of the RADS to identify 
adolescents who scored in the depressed range on the 
Hamilton Depression Rating Scale. Cut scores of 77 on 
the RADS (Reynolds, 1986) and 15 on the HDRS (Mowbray, 
1972) were selected because they represent clinical 
levels of depression. Overall, 78.1% of the subjects
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were correctly classified on the basis of the 
aforementioned cut scores (1, N = 32) = 5.40, e  < 
.02). In terms of misclassification, 23.1% of the 
subjects were classified as depressed on the RADS but 
not on the HDRS and 16.7% of the subjects were 
classified as not depressed on the RADS but depressed 
on the HDRS, These results were consistent with other 
studies (Evert & Reynolds, 1986; Reynolds, 1987) and 
provide support for the use of the self-rating scales.
Results
Pats Analyses
Initially, several two-way Analysis of Variance 
were conducted to determine if there was a significant 
relationship between demographic variables (age, race, 
gender, SES) and group {nonreferred, emotionally 
disturbed). This relationship was assessed because it 
might confound prediction of depressive symptomatology 
and would be controlled for in later analyses. A 
Multivariate Analysis of Variance then was conducted to 
determine whether there were significant differences 
between the emotionally disturbed and nonreferred 
groups. This was followed by two separate regression 
analyses which evaluated the patterns of variables 
which were predictive of depressive symptomatology 
(i.e. RADS scores). Given the differences between 
groups on emotional, cognitive and behavioral 
variables, and the contribution of these measures to 
the prediction of depressive symptomatology, a 
discriminant analysis with cross validation was 
conducted. This analysis provided information on the 
relative contribution of the different modes of 
behavior to the correct classification of subjects.
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Preliminary Analyse*
AMOYA1». A series of 2 X 2 ANOVA's were
conducted to determine if there were significant 
interactions between the demographic variables and 
group membership. If the demographic variable 
explained at least 10 percent of the variance, it would 
be controlled in the regression analyses (Cohen &
Cohen, 1983). Additionally, 19.6% of the sample 
reported the absence of the father from the home or 
lack of contact with the father, therefore the IBQ 
(father form) was omitted from these and subsequent 
analyses.
The results of these analyses are located in 
Appendices K through N. There were significant 
interactions for group by SES on the IBQ mother form, 
E(l, 136) = 4.21, p < -04; group by gender on the 
Nowicki-Strickland, £( 1, 144) = 7.03, e <.009; and
group by age on the DES guilt subscale, £(1, 149) = 
4.04, e < .05. With regard to race, there were no 
significant interaction terms. Additionally, a series 
of one way ANOVA's were conducted with the emotionally 
disturbed group to determine the effects of the length 
of stay on the various measures. A median split ANOVA 
design (< 8 days or > 8 days) was employed. The
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results from these ANOVA's did not indicate significant 
effects for any of the dependent variables.
In summary, none of the demographic variables 
accounted for more than 6.9% of the variance.
Therefore, the demographic variables were not 
controlled for in subsequent analyses. Given this 
information, the study next examined whether 
differences between the nonreferred and emotionally 
disturbed samples would emerge. This analysis, MANOVA, 
provided information related to the second hypothesis 
(level of distress in each sample).
MANOVA. A oneway fixed effects MANOVA was 
conducted to determine whether there were significant 
differences between the nonreferred and emotionally 
disturbed adolescents on the dependent measures. 
Separate regression analyses would be conducted for the 
nonreferred and emotionally disturbed samples if group 
differences did emerge on the dependent measures. 
Results of the MANOVA indicated a significant main 
effect for group according to Wilk's Lamda, F(4, 133) =
3.57, p < .0005. Subsequently, oneway ANOVA’s were 
conducted to evaluate the between group differences.
As seen in Table 4, the results indicated that 
significant differences were obtained on six of the
A3
Table 4
Means, Standard Deviations and Level of Significance 
from the Oneway Fixed Effects MANOVA bv Group
Group
Normal Inpatient
Var M a £ E
UPES 117.02 23 .86 114 . 38 30.26 . 35 . 553
PES 150.23 31.85 135.14 30.69 8 . 54 .004
NSLOC 14 . 78 4 . 65 16. 64 5. 20 5.44 . 021
SRSS 68 .79 12. 16 65. 48 14.63 2.25 . 135
IBQM 5.95 5. 12 8 . 48 6. 37 7 . 16 . 008
ATQ 60 . 14 25.64 77 .09 29.69 13.89 .0005
DESS 8 . 04 3 . 30 8 .77 3.40 1.74 . 189
DESSH 27.72 7 . 21 27 .96 9 . 60 .03 . 866
DESA 9 . 94 2 . 89 9.61 3 . 53 . 39 .535
DESF 6 . 94 2 . 67 7 . 16 3 . 13 . 22 . 641
DESI 9 . 92 2 .40 9. 33 2 . 69 1 .98 . 161
DESJ 11.51 2.85 9 . 53 3.16 15.90 . 0005
DESG 9.83 3 . 06 10.65 3 . 61 3.25 . 074
DESH 14 . 08 6. 05 16. 58 7.76 4 .85 . 029
Note: UPES: AAC frequency of unpleasant activities;
PES: AAC frequency of pleasant activities; NSLOC:
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Nowicki-Strickland Locus of Control; SRSS: Self-Rating
Scale of Social Skills; IBQM: Interaction Behavior 
Questionnaire (mother's form); ATQ: Automatic Thoughts 
Questionnaire; DESS: DES shyness; DESSH: DES shame; 
DESA: DES anger; DESF: DES fear; DESI: DES interest; 
DESJ: DES joy; DESG: DES guilt; DESH: DES hostility
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fourteen variables. The inpatient group endorsed more 
external locus of control, more problems interacting 
with their mothers, a higher frequency of dysfunctional 
automatic thoughts and a higher frequency of 
self-directed hostility. The nonreferred group 
reported engaging in a higher frequency of pleasant 
events and endorsed more enjoyment as measured by the 
DES.
Overall, these findings suggested that there were 
differences between groups which might influence the 
prediction of depressive symptomatology. This 
indicated the necessity of conducting separate 
regression analyses for each group.
Primary Analyses
Reqrasaion Analyses. Regression analyses were 
conducted to test the first hypothesis regarding the 
contributions of the three modes of behavior to the 
prediction of self-reported depressive symptomatology. 
As differences were obtained on the MANOVA between the 
nonreferred and inpatient groups, separate regression 
analyses were conducted for the nonreferred and 
emotionally disturbed groups. For both groups, the 
analyses involved predicting the RADS score as a 
function of the other self-report measures (DES
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shyness, DES hostility, DES anger, DES fear, DES 
interest, DES joy, DES shame, ATQ, PES, UPES, NSLOC, 
SRSS, IBQ). Prior to the interpretation of these 
regression analyses, the possibility of 
multicollinearity was examined using the procedure 
described by Cohen & Cohen (1983). This procedure 
revealed no evidence of multicollinearity (See 
Appendices 0 and P for intercorrelations between 
measures).
The stepwise multiple regression analysis 
conducted with the nonreferred sample revealed that 
RADS scores were significantly predicted by five of the 
fourteen variables, £(5, 74) = 34.64, p < .0005 (see 
Table 5). The best predictor was the DES hostility 
factor followed by the ATQ, DES sadness factor, DES joy 
factor and the Unpleasant Activities subscale of the 
AAC. Collectively, these variables accounted for 70% 
of the variance.
For the emotionally disturbed group, another 
stepwise multiple regression analysis indicated that 
RADS scores could be predicted by six variables £(4,
88) = 41.66, p < ,0005 (see Table 6). The DES sadness 
and DES shame subscales were the two best predictors. 
The Nowicki-Strickland, DES joy factor, AAC unpleasant
U1
Table 5
Summary Table for the Stepwise Multiple Regression 
Predicting RADS Scores in the Nonreferred Population
Step Var MultR Rsq F SigF BetaIn
1 DESH .75 . 56 100.69 . 0005 . 75
2 ATQ . 79 . 62 63 . 12 . 0005 . 33
3 DESS .81 . 66 48 . 96 . 0005 . 29
4 DESJ .82 . 68 39 .26 . 0005 - . 19
5 UPES .84 . 70 34 . 65 . 0005 . 18
Note: DESH: DES hostility Factor; ATQ: Automatic 
Thoughts Questionnaire; DESS: DES shame factor; DESJ:
DES joy factor; UPES: AAC frequency of unpleasant
events
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Table 6
Summary Table for the Stepwise Multiple Regression 
Predicting RADS Scores in an Emotionally Disturbed 
Population
Step var MultR Esq Z 9iq£ BetaIn
l DESS .75 . 57 94 . 40 .0005 . 76
2 DESSH .81 . 66 66 . 80 . 0005 . 43
3 NSLOC . 83 . 69 50.83 . 0005 .21
4 DESJ . 85 .72 42 . 69 . 0005 - . 19
5 UPES . 86 .74 37 .76 . 0005 -.17
6 DESA . 87 .76 35.41 . 0005 . 20
Note: DESS: DES sadness factor; NSLOC: Nowicki-
Strickland Locus of Control; DESA: DESA anger factor;
PES: AAC frequency of pleasant events
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activities subscale and the OES anger factor also 
contributed to prediction of RADS scores. These 
measures explained 76% of the variance. Overall, these 
analyses suggested that a combination of emotional, 
cognitive and behavioral variables provided the best 
prediction of RADS scores in both emotionally disturbed 
and nonreferred adolescents.
Discriminant Analyses. Given the differences 
between groups on emotional, cognitive and behavioral 
variables obtained in the MANOVA, and the contribution 
of these measures to the prediction of depressive 
symptomatology, a stepwise discriminant analyses with 
cross validation on a holdout sample were conducted. 
This analysis determined if the dependent measures 
could correctly identify members of the emotionally 
disturbed inpatient and nonreferred groups. The 
discriminant analysis also provided information about 
the relative importance of the dependent variables in 
classifying subjects as either inpatients or 
nonreferred. All the self-report measures were 
included in order not to take advantage of chance. The 
results of the stepwise discriminant analysis indicated 
that the groups were differentiated using Wilk's Lamda 
as the test statistic; X2 (8) = 36.88, p < .00005. The
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discriminant function equation accounted for 34% of the 
variance. Furthermore, the discriminant function 
correctly classified 76.0% of the subjects in the 
calibration sample and 60.38% of those people in the 
holdout sample. As seen in Tables 7 and 8, 
approximately an equal percentage of normals and 
inpatients were correctly classified. Table 9 
presented the variables which were retained in the 
equation. The joy factor of the DES was the best 
discriminator between groups. Shame, dysfunctional 
automatic thoughts, unpleasant events, conflict with 
the mother, fear, interest and anger also contributed 
to the discrimination of the two groups.
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Table 7
Classification of Groups from the Dependent Variables 
in the Discriminant Analysis in the Calibration Sample
Actual
Group
Nonreferred
N
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Predicted Group 
Nonreferred inpatient 
40 12
(76.9%)* (23.1%)*
Inpatient 48 12 36
(25.0%)* (75.0%)*
Note: * Percent of group correctly classified
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Table a
Classification of Groups from the Dependent Variables 
in the Discriminant Analysis in the Holdout Sample
Actual Predicted Group
Group H Nonreferred Inpatient
Nonreferred 28 21 7
(75.0%)* (25.0%)*
Inpatient 25 14 11
(56.0%)* (44.0%)*
Note: * Percent of group correctly classified
53
Table 9
Summary Table of the Best Discrimination Model and Cumulative 
R2 from the Stepwise Discriminant Analysis
Step Entered Removed Lamda CUM R'
1 DESJ .84 . 16
2 DESSH .80 . 20
3 ATQ .74 .26
4 UPES .72 . 28
5 IBQM . 70 . 30
6 DESF .68 .32
7 DESI .67 .33
8 DESA . 66 . 34
Note: DESJ: DES joy factor; DESA: DES anger factor; ATQ:
Automatic Thoughts Questionnaire; IBQM: Interaction Behavior 
Questionnaire {mother's form); UPES: AAC frequency of 
unpleasant activities; DESSH: DES shame factor; DESI: DES 
interest factor; NSLOC: Nowicki-Strickland Locus of Control 
Note: * Percent of group correctly classified
Discussion
The purpose of this investigation was to examine 
the similarities and differences in depressive 
symptomatology in relation to cognition, emotion, and 
behavior in two samples. In particular, 73 emotionally 
disturbed and 80 nonreferred adolescents completed 
self-report measures tapping emotions, cognitions and 
behavior. Additionally, 32 of the emotionally 
disturbed inpatients were rated on the Hamilton 
Depression Rating Scale in order to provide an external 
criterion of depressive symptomatology. Preliminary 
analyses revealed no significant differences between 
groups on age, gender and race. Given the limited 
effect of demographics on the two samples, this 
investigation then explored two hypotheses. The first 
hypothesis suggested that different combinations of 
emotions, cognitions and behavior would predict 
depressive symptomatology in each sample. It then 
explored the relative importance of these dimensions 
and the ability of these dimensions to distinguish 
between emotionally disturbed and nonreferred 
adolescents. After obtaining this information, the 
second hypothesis was examined. This hypothesis was 
based on the assumption that the emotionally disturbed
5 A
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inpatient group would be in more overall distress; 
therefore there would be differences between the 
emotionally disturbed and nonreferred groups on the 
dimensions of emotions, cognitions and behavior.
In respect to the first hypothesis, the present 
investigation found that a combination of cognitive, 
emotional and behavioral variables maximized the 
prediction of depressive symptomatology in both the 
nonreferred and emotionally disturbed adolescents. 
Several of these variables could be grouped loosely 
under the concept of overt behavior (i.e. engagement in 
activities); whereas the remainder of the variables 
reflected more covert behavior. Thus, both overt and 
covert indices of behavior contributed to the 
prediction of depressive symptomatology in both groups 
as well as the discrimination between groups. These 
findings would suggest that the simultaneous assessment 
of both overt and covert behavior would enhance the 
identification of emotionally disturbed adolescents.
The assessment of these areas was limited to self- 
report in this study; however, other indices of overt 
and covert behavior might be obtained through parent 
report or teacher report. Aside from the use of other 
informants, future studies should incorporate different
methods such as parent and child interview, self- 
report, and/or direct observation to maximize the 
ability to detect symptomatology. This study also was 
limited because the majority of adolescents in the 
emotionally disturbed group were not diagnosed with a 
depressive disorder. Thus, these findings need to be 
replicated with a clinically depressed group of 
adolescents.
In relation to the specific modes that contributed 
to the prediction of depressive symptomatology, 
different patterns of emotions emerged in the two 
groups. In the emotionally disturbed and nonreferred 
groups, sadness and joy predicted depressive 
symptomatology. Consistent with dysphoric mood being 
related to depression (Lubin, 1988) it would seem 
reasonable that those adolescents who were endorsing a 
higher frequency of depressive symptomatology might 
have been feeling sad and as a result endorsed less 
enjoyment. Despite the similarity between groups on 
sadness, there were differences in their pattern of 
emotions. Self-directed hostility w?,s predictive in 
the nonreferred group whereas, shame and anger were 
predictive in the emotionally disturbed group. In the 
framework of Differential Emotions Theory (Izard &
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Schwartz, 1986) self-directed hostility was 
conceptualized as an aspect of shame; therefore some 
degree of similarity between groups might be assumed on 
these components of emotion. In regard to anger, 
acting out behavior was frequently a complaint which 
resulted in the hospitalization of the emotionally 
disturbed adolescents. The finding that anger was 
predictive in emotionally disturbed adolescents was not 
surprising given that Blumberg and Izard (1985) found 
that anger was the best predictor of depression in 
nonreferred children.
In terms of cognition, both dysfunctional 
automatic thoughts and external locus of control have 
been shown to be related to depression (Siegel & 
Griffin, 1984). The findings from this study suggested 
that dysfunctional thoughts were a better predictor in 
the nonreferred group while locus of control was a 
better predictor in the emotionally disturbed group.
The reasons for these findings are unclear.
Finally, in terms of the behavioral components 
assessed, frequency of unpleasant events predicted RADS 
scores for both groups. Several studies with depressed 
adults have shown that depressed adults reported a 
higher frequency of unpleasant events than nondepressed
5R
adults (Lewinsohn & Amenson, 1978; Lewinsohn & 
Talkington, 1979). Similar studies with nonreferred 
adolescents found that subjects endorsing more 
depressive symptomatology reported a higher frequency 
of unpleasant events (Carey, Kelley, Buss, & Scott, 
1986; Cole, Kelley & Carey, 1988). Therefore, the 
findings obtained in this study were consistent with 
the literature suggesting that unpleasant events are 
related to depressive symptomatology.
Overall, the findings suggested that in both the 
emotionally disturbed and the nonreferred groups the 
prediction of depressive symptomatology could be 
maximized through the simultaneous assessment of 
emotions, cognitions, and behavior. In both samples 
the Differential Emotions Scale and the Adolescent 
Activities Checklist contributed to the prediction of 
depressive symptomatology and would cover the emotional 
and behavioral modes. The selection of these two 
measures might increase the ability to detect 
depressive symptomatology in both clinical and 
nonclinical samples. The most appropriate instrument 
to assess the cognitive mode seemed to be a function of 
the sample. The selection of the most appropriate
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cognitive measure might be based on whether clinical or 
nonclinical subjects were being assessed.
The second hypothesis held that the two groups 
would report different levels of distress. The 
findings indicated that differences did exist between 
the nonreferred and emotionally disturbed groups when 
they were examined at a multidimensional level. On the 
unidimensional level, the emotionally disturbed group 
exhibited higher levels of distress on cognitive, 
emotional and behavioral dimensions. Specifically, 
the emotionally disturbed group reported experiencing 
more external locus of control, a higher frequency of 
dysfunctional automatic thoughts, increased conflicts 
with the mother and more self-directed hostility. The 
nonreferred group enjoyed a higher frequency of 
pleasant events and more enjoyment as predicted in the 
first hypothesis. Other benaviors (i.e. social skills, 
engagement in unpleasant events) did not differ 
providing only partial support for this hypothesis. 
Additionally, all three modes of behavior contributed 
to the classification of subjects into either the 
nonreferred or emotionally disturbed samples.
In conclusion, this study delineated some 
similarities and differences in depressive
symptomatology in both nonreferred and emotionally 
disturbed adolescents. The study indicated that 
emotions, cognitions, and behavior as measured by self 
report instruments are related to depressive 
symptomatology in adolescence. Despite this 
inv3stigation's promising findings, a number of 
limitations did exist. First, the findings are based 
solely on information obtained from self-ratings 
tapping the areas of emotions, cognitions, and 
behavior. Although the findings have provided useful 
information on the relation of these areas to 
depressive symptomatology, future investigations need 
to employ alternative methods of assessment (i.e. 
diagnostic interviews) and use different informants 
(i.e parents, teachers) in order to obtain convergence 
of these results. A second limitation of the findings 
resulted from the diagnostic breakdown in the 
emotionally disturbed adolescent group. This sample 
contained subjects with different diagnoses and 
therefore the findings might be a result of the 
combined diagnostics. Additional studies need to 
obtain sufficient numbers of depressed subjects and 
contrast them with subjects of different diagnostic 
groups to delineate their similarities and differences
Furthermore, these studies should determine whether the 
findings obtained with the current sample would hold 
with a depressed sample of adolescents. Another factor 
which restricted the generalizability of this studies 
findings related to the inpatient population. The 
emotionally disturbed adolescents who participated in 
this study were obtained from a state hospital and as 
result may represent a very severely disturbed 
population. The findings in the present investigation 
may be a function of the level of severity and may not 
generalize to a less severe group of hospitalized 
adolescents or to an outpatient group of adolescents. 
Therefore, future studies need to target these two 
groups of adolescents in order to provide a more 
comprehensive picture of the relation of emotions, 
cognition and behavior to depressive symptomatology in 
adolescence.
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Appendix H
Youth Consent Form.
You are be i ng tnv.ted to participate in a study involving 
teenaoers. The purpose of this study is to examine how 
teenagers like yourself are feeling, thinking, and behaving- 
Ycu will be asked to complete several lists of questions during 
your class period, which will ask you about your thoughts, 
feelings, and behavior.
A n s w e r m o  the questions will take 30 to q 5 minutes- You may 
cer sate value cut cf this study by thinking about some of the 
questions. All information from the q u e s t i o n  you answer will 
remain strictly confidential. We ask you not tc write your name 
or. any cf the measures sc nc one can ever identify who you are. 
Serna ir. the study is completely voluntary. Your decision not 
to participate will not effect your relations with your school 
cr your teacher- If you decide to participate, you are free to 
discontinue participation at any tine-
If you have any questions, please call Tracy Cole or Mary L- 
Kelley at f6E-6~k5. We will be happy to answer any questions.
Ar, additional consent form will be made available tc you if 
vcu so de s i r e .
You are making a decision whether or not to participate- Your 
signature indicates m a t  you nave read the information provided 
aocve and nave decided to participate.
S.onacure l a t e
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12 YEARS
13 YEARS 
.4 YEARS
E I PETTITKS: WHAT EC YCL’R FATHER AND MOTHER DC FTP THEIR JOE:
WHAT IS YCL'F FATHER'S JOB?
WHAT IS YOUR MOTHER'S JCS~
WHAT IS THE HIGHEST LEVEL CF EDUCATION COMPLETED 3Y THE PERSON WHO 
SUPPORTS YOU'F FA_MILY7
SOME ELEMENTARY SCHOOL
  SOME HIGH SCHOOL
GRADUATED FROM HIGH SCHOOL 
SOME COLLEGE.UNIVERSITY 
   GRADUATED FROM 4-YEAfl COLLEGE, UNIVERS I TV
  GRADUATED WITH A PROFESSIONAL DEGREE IM.A ., P H . D. , M .D ■ 1
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WHO ARE YOU LIVING WITH?
MOTHER & FATHER C T H E K !SPEC!FYi
MOTHER ONLY ~~
  FATHER ONLY
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FATHER AND STEPMOTHER 
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Appendix J
Results of 2 X 2 ANOVAS examining the effects of 
demographics ?n dependent variables for Gender.
Nonreferred ED £
Var M £ h £
RADS 62 .42 65. 46 66.43 73 . 10 . 600
UPES 116.81 117.17 110.57 117.31 . 494
PES 148.58 151.29 135.33 135.00 . 083
NSLOC 15.77 14 . 08 15 . 17 17.77 7 , 032
SRSS 67 . 77 69. 44 65. 03 65.82 . 038
IBQM 4 . 53 6.77 6 . 67 9 . 87 .266
ATQ 59.91 60 . 44 73.93 79 . 51 .300
DESS 55.84 57 .73 56.93 58 . 41 . 139
DESA 9 . 16 10. 38 8.33 10. 59 1. 006
DESF 6 . 53 7 . 13 6.43 7 .72 .518
DESI 9. 50 10. 19 9.38 9. 29 . 871
DESJ 11. 41 11. 56 9.38 9.51 . 001
DESG 7 .03 7 .60 8. 00 8 .49 .010
DESSH 27. 16 27.92 25.78 30. 27 1 .837
DESH 13 .84 14.08 15. 78 17 . 68 . 532
IBQF 5.90 6.53 7 .96 6.27 . 613
94
Note: DESS: DES shyness factor; DESH: DES hostility 
factor; DESA: DES anger factor; DESF: DES fear 
factor; DESI: DES interest factor; DESJ: DES joy
factor; DESSH: DES shame factor; ATQ: Automatic
Thoughts Questionnaire; PES: AAC frequency of
pleasant events; UPES: AAC frequency of unpleasant
events; NSLOC: Nowicki-Strickland Locus of Control;
SRSS: Self-Rating Scale of Social Skills; IBQM:
Interaction Behavior Questionnaire (Mother form); 
IBQF: Interaction Behavior Questionnaire
(Father Form); RADS: Reynold's Adolescent Depression
Scale
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Appendix K
Results of 2 X 2 ANOVAS examining the effects of 
demographics on dependent variables for Race.
Nonreferred E
Var w 2 W £
RADS 65. 09 63 . 23 70 . 32 69.95 . 094
UPES 117 . 30 116.69 115.23 112.55 . 049
PES 147.89 153.17 134.55 136.41 . 101
NSLOC 14 . 50 15. 06 15.91 18 . 18 1.033
SRSS 69 . 45 67 .94 65 . 66 65. 09 . 042
IBQM 5.93 5 .81 9.04 7 . 27 . 697
ATQ 63 . 68 56. 00 80. 74 69. 27 . 164
DESS 57 . 02 56.92 57 . 74 57 . 82 . 024
DESA 10.23 9.47 10. 19 8 . 36 . 981
DESF 7.00 6.75 7.23 7 .00 . 001
DES I 10. 00 9.81 9. 19 9 . 60 . 521
DESJ 11.25 11.81 9.40 9 . 56 . 153
DESG 7 . 84 6.81 8 . 19 8 .44 2 . 217
DESSH 27 .43 27.83 27 . 58 29. 69 . 358
DESH 14 . 55 13. 31 16. 52 17. 48 . 898
IBQF 7 . 02 5.28 6. 97 7 . 24 . 758
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Net®: DESS: DES shyness factor; DESH: DES hostility 
factor; DESA: DES anger factor; DESF: DES fear 
factor; DESI: DES interest factor; DESJ: DES joy
factor; DESSH: DES shame factor; ATQ: Automatic
Thoughts Questionnaire; PES: AAC frequency of
pleasant events; UPES: AAC frequency of unpleasant
events; NSLOC: Nowicki-Strickland Locus of Control;
SRSS: Self-Rating Scale of Social Skills; IBQM:
Interaction Behavior Questionnaire (Mother form); 
IBQF: Interaction Behavior Questionnaire
(Father Form); RADS: Reynold's Adolescent Depression
Scale
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Appendix L
Results of 2 X 2 ANOVAS examining the effects of 
demographics on dependent variables for Age.
Nonreferred ED £
Var
RADS
UPES
PES
NSLOC
SRSS
IBQM
ATQ
DESS
DESA
DESF
DES I
DESJ
DESG
DESSH
DESH
IBQF
1 2-14  
64 . 15 
117.22 
150.17 
14 . 76 
69 . 02 
4 .93 
59 . 69 
56 . 48 
9. 52 
6.62
10. 05
11. 52
6.79
28. 64 
14 . 00 
6 . 10
15-18 
64.39 
116.82 
150.29 
14 .74 
68.53 
6.92 
60. 82 
57 .53 
10 . 29
7 . 18
9.76
11.47
8 . 03 
26. 47 
13 . 97
6.48
12-14
70. 87 
114.97 
134.77 
17 . 23 
62 . 52 
7 . 65 
78 .94 
57 . 74 
8.71
7 . 10
9. 03
9.48
8 . 52
29.76 
17 . 91
7 . 45
15-18 
69 . 66 
113.89 
135.45 
16. 16 
67 .89 
9 . 16 
75. 58 
57 . 79
10. 34 
7 .21 
9 . 57 
9 . 43 
8.07 
27 . 10 
15.98
6.79
. 097 
. 006 
. 003 
.412 
1 . 779 
. 065 
. 241 
. 813 
. 689 
. 221 
1 . 030 
.001 
4 . 037 
. 032 
.716 
. 237
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Note: DESS: DES shyness factor; DESH: DES hostility 
factor; DESA: DES anger factor; DESF: DES fear 
factor; DESI: DES interest factor; DESJ: DES joy
factor; DESSH: DES shame factor; ATQ: Automatic
Thoughts Questionnaire; PES: AAC frequency of
pleasant events; UPES: AAC frequency of unpleasant
events; NSLOC: Nowicki-Strickland Locus of Control;
SRSS: Self-Rating Scale of Social Skills; IBQM:
Interaction Behavior Questionnaire (Mother form); 
IBQF: Interaction Behavior Questionnaire
(Father Form); RADS: Reynold's Adolescent Depression
Scale
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Appendix M
Results of 2 X 2 ANOVAS examining the effects of 
demographics on dependent variables for SES.
SRQVP
Nonreferred ED £
var Lqw Hiqh Low High
RADS 64. 21 63. 72 66.64 69.73 . 382
UPES 116.19 115.60 100.55 116.75 2 . 568
PES 147.32 149.51 135.45 136.86 . 004
NSLOC 14 . 76 14 .44 13.45 16.78 3 . 538
SRSS 68 . 56 69 . 74 70.45 64. 31 1. 845
IBQM 5 . 74 5.74 11.91 7.35 4.214
ATQ 59 . 51 58.65 74 . 55 75.82 . 039
DESS 56 . 77 57 . 12 57 .09 57 . 84 . 086
DESA 10.40 9.37 9.82 9 . 24 . 118
DESF 6. 54 7 . 05 6.45 7 . 18 . 034
DES I 9 . 77 10. 07 9. 00 9 . 30 . 001
DES J 11. 46 11.65 9.91 9. 30 . 466
DESG 7 . 11 7. 49 7 .55 8.43 . 228
DESSH 26.09 28.72 23 . 18 28 . 59 . 702
DESH 13 . 97 13 .74 15. 18 16.72 . 397
ibqf 5 .97 6.53 5 . 00 7.47 . 593
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Note: DESS: DES shyness factor; DESH: DES hostility 
factor; DESA: DES anger factor; DESF: DES fear 
factor; DESI: DES interest factor; DESJ: DES joy
factor; DESSH: DES shame factor; ATQ: Automatic
Thoughts Questionnaire; PES: AAC frequency of
pleasant events; UPES: AAC frequency of unpleasant
events; NSLOC: Nowicki-Strickland Locus of Control;
SRSS: Self-Rating Scale of Social Skills; IBQM:
Interaction Behavior Questionnaire (Mother form); 
IBQF: Interaction Behavior Questionnaire
(Father Form); RADS: Reynold's Adolescent Depression
Scale
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B.A. 5/83 University of Texas at Austin
Austin, Texas
Major: Plan II (Honors Program) 
Concentrations: Psychology & Science
HONORS AND AWARDS
1986 Teagle Foundation Scholarship
105
106
1979 Alpha Lamda Delta (Freshman Honors), University 
of Texas
DISSERTATION
Cole, T. L. (1989). The relation of cognition, 
emotion, and behavior to the prediction of 
depressive symptomatology in referred and 
nonreferred adolescents.
MASTER'S THESIS
Cole, t . l . (1987). The Adolescent Activities
Checklist: Further validation. Unpublished 
master's thesis. Louisiana State University, 
Baton Rouge, LA.
CLINICAL EXPERIENCE
8/88 to Clinical Child/Pedlatric Intern. Medical
present University of South Carolina, Department of
Psychiatry, Charleston.
Duties: Psychological evaluations,
formulations and interventions with children 
and adolescents from outpatient/inpatient 
psychiatric settings focusing on individual, 
group and family therapy; developmental 
evaluations with infants and preschool 
children from the pediatrics department at 
MUSC.
Supervisors: A.J. Finch, Jr., Ph.D., ABPP;
Ronald Belter, Ph.D.; Conway Saylor; Ph.D.; 
Connie Best, Ph.D.
7/87 to Clinical Extern. Greenwell Springs 
7/88 Psychiatric Hospital: Adolescent Unit.
Baton Rouge, LA.
Psychological testing of adolescents admitted 
for Conduct Disorder, Depression, Suicide 
Attempt, Psychosis, Adjustment Disorders, and 
Substance Abuse; participation in staffing's 
and individual and family therapy.
Supervisor: R. Roy Allen, Ph.D.
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5/87
8/86
5/87
1/87
5/87
6/85
6/86
12/85
6/86
to FrayfclcuM; psychological Services Center 
Louisiana State University, Baton Rouge 
Duties: Psychological assessment,formulation 
and treatment of attention deficit disorder, 
behavioral excesses, academic problems, 
enuresis, parent-adolescent conflict and 
adjustment problems of children, adolescents, 
and families.
Supervisor: Mary L. Kelley, Ph.D.
to Co-leader Parent Training Group:
Psychological Services Center, Louisiana 
State University.
Duties: Behavioral group treatments of both
home and school based problems. Parents were 
instructed in giving good instructions, the 
use of positive reinforcement, the use of 
time out and response cost, as well as 
communication and problem solving 
skills.
Supervisor: Mary L. Kelley, Ph.D.
to Praflticum. Psychological Services Center, 
Louisiana State University.
Duties: Psychodiagnostic assessment,
administration and scoring of the MMPI, 
Rorschach, TAT, Sentence Completion Test,
Draw a Person, and other tests for children 
and adults.
Supervisor: W. Drew Gouvier, Ph.D.
to Prantleun Pediatric Psychology Service, Earl 
K. Long Memorial Hospital, Baton Rouge, LA. 
Duties: Consultation with pediatricians
regarding child and adolescent patients 
(Failure to Thrive, Rumination, Cancer, 
Encopresis, Noncompliance tc Medical Regimen 
etc.); Assessment, formulation and treatment 
of pediatrician referred outpatient cases. 
Supervisor: Mary L. Kelley, Ph.D.
to Clinical Extern. High Risk Clinic. Earl K. 
Long Memorial Hospital, Baton Rouge, LA. 
Duties: Assessment and treatment planning of 
developmental delay in high risk infants and 
young children.
Supervisor: Mary L. Kelley, Ph.D.
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8/85 to 
5/86
8/84 to 
5/85
PriwtleuH. Psychological Services Center, 
Louisiana state University.
Duties: Psychological assessment,
formulation and treatment of behavior 
problems, academic failure, depression, and 
social skills deficits in children and 
adolescents.
Supervisors: June M. Tuma Ph.D.,
Tommy Stigall, Ph.D.
Practicum: Psychological Services Center
Louisiana State University.
Duties: Psychodiagnostic assessment,
administration and scoring of WISC-R, WAIS-R, 
Stanford-Binet, PIAT, WRAT, ITPA, 
Woodcock-Johnson Psychoeducational Battery, 
Child Behavior Checklists and other tests for 
children and adults.
Supervisor: Yvonne Y. Osborne, Ph.D.
EXPERIENCE
Teaching Assistant: Psychological Services
Center, Louisiana State University.
Duties: Overseeing case management and
disposition for four child practicum teams 
which included monitoring the presence of 
paperwork and coordination of activities for 
the Parent Training Groups; intake interviews 
Supervisor: Donald Williamson, Ph.D.
Research Assistant: Psychology Department,
Louisiana State University.
Duties: Participation in home observational
research examining the effects of response 
cost and time out; Supervision of 
undergraduate research assistants.
Supervisor: Mary L. Kelley, Ph.D.
Research Assistant: Psychology Department,
Louisiana State University.
Duties: Participation in research involving
the treatment acceptability of several reward 
and punishment techniques.
Supervisor: Joseph C. Witt, Ph.D.
109
PROFE88IONAL AFFILIATIONS
American Psychological Association
Section 1: Clinical Child Psychology (Student
Affiliate)
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November). Adolescent Depression: Its
relation to pleasant and unpleasant events. 
Paper presented at the 21st Annual meeting of 
the Association for the Advancement of 
Behavior Therapy, Boston, Massachusetts.
Carey, M. P., Gresham, F. M. & Cole, T. L. (1987, 
November). The relation of the response 
classes of depression and anxiety. Paper 
presented at the 21st Annual meeting of the 
Association for the Advancement of Behavior 
Therapy, Boston, Massachusetts.
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